Key Words coalition, community and systems change, environmental change, community health improvement, population health improvement s Abstract Collaborative partnerships (people and organizations from multiple sectors working together in common purpose) are a prominent strategy for community health improvement. This review examines evidence about the effects of collaborative partnerships on (a) community and systems change (environmental changes), (b) community-wide behavior change, and (c) more distant population-level health outcomes. We also consider the conditions and factors that may determine whether collaborative partnerships are effective. The review concludes with specific recommendations designed to enhance research and practice and to set conditions for promoting community health.
INTRODUCTION
A collaborative partnership is an alliance among people and organizations from multiple sectors, such as schools and businesses, working together to achieve a common purpose (53) . In public health, collaborative partnerships attempt to improve conditions and outcomes related to the health and well being of entire communities. When the focus is a community, those affected may include people who share a common place, such as a rural community or an urban neighborhood, or an experience, such as being a child or living in poverty.
Such partnerships are often hybrid strategies that may include aspects of social planning, community organizing, community development, policy advocacy, and acting as a catalyst for community change (30, 31, 47, 70, 104) . As such, they may have both top-down (i.e. social planning led by experts) and bottom-up (i.e. grassroots community organizing) features (30, 47, 70) . The distinguishing feature of collaborative partnerships for community health is broad community engagement ? in creating and sustaining conditions that promote and maintain behaviors associated with widespread health and well being.
As an ecological approach (82, 116) , collaborative partnerships for community health share a similar function. They aim to improve population-level health outcomes by creating important and sustainable environmental changes in the different community sectors in which health-related behaviors occur. For example, a coalition to increase health care access for the poor may attempt to transform employer health care policies, reduce pharmacy fees, and increase access to services through neighborhood clinics and religious organizations (3) . A partnership goal of population-level improvement (e.g. improvement for all people in a county or urban neighborhood) differs from more modest preventive interventions or programs that target change in only limited segments of a community. The emphasis on multisectoral collaboration, environmental change, and population-level improvement often involves a greater number and type of intervention components than other community-based interventions such as policy advocacy or mass media campaigns.
In public health, collaborative partnerships take many forms, including coalitions of community members and groups (105) , alliances among service agencies (3), consortia of health care providers (12) , and grassroots and broader advocacy efforts and initiatives (64) . The structure of partnerships can vary and may include formal organizations with a financial stake or interest (e.g. a consortium of health care providers) as well as individuals and grassroots organizations that have formed around a recent event (e.g. child homicide) or a local concern (e.g. environmental pollution). In a similar manner, the vision and mission of the partnership may focus on a continuum of outcomes, including (a) categorical issues (e.g. immunization or violence), (b) broader interrelated concerns (e.g. education and jobs), and/or (c) more fundamental social determinants of health and development (e.g. income disparities and trusting relationships).
Two broad conclusions can be drawn about the published literature on collaborative partnerships for community health improvement: collaborative partnerships have become an increasingly popular strategy, and only limited empirical evidence exists on their effectiveness in improving community-level outcomes. Their popularity, that is, their increased use to address a greater number and kind of concerns, may be the result of both local and national trends. At the local level, groups of citizens and organizations have organized around a variety of concerns such as substance abuse (105) , crime and violence (14, 20) , and adolescent pregnancy (93) . Federal policies in the 1980s and 1990s shifted responsibility for solving public problems from national to state and local authorities (109) . In a corresponding manner, governmental funding agencies and philanthropies at all levels have invested in multisectoral community alliances to address a variety of issues in community health and development (24, 94, 118, 128) .
Several assumptions underlie the strategy of collaborative partnership: (a) the goal cannot be reached by any one individual or group working alone, (b) participants should include a diversity of individuals and groups who represent the concern and/or geographic area or population, and (c) shared interests make consensus among the prospective partners possible. Other strategies may be more appropriate in different circumstances; for example, a single intervention in one setting may be sufficient to accomplish more modest goals for health improvement, and advocacy may be necessary when there are conflicting interests (23, 104) .
This review builds on previous summaries and critical assessments of the literature on collaborative partnerships for community health improvement (1, 9, 10, 15, 71, 78, 79, 83) . After an overview, we focus on four central questions: (a) What is the evidence that collaborative partnerships change behavior and improve health outcomes at a population level? (b) What is the evidence that collaborative partnerships effect environmental (community and systems) changes that are associated with population-level outcomes? (c) What factors contribute to the ability of a partnership to create community and system changes? and (d ) Under what conditions may environmental (community and systems) change be related to more distant behavioral and population-level outcomes? We conclude with recommendations for research and practice designed to enhance collaborative partnerships as a strategy for community health improvement.
BACKGROUND AND CONTEXT
This section outlines the lessons learned from earlier research with demonstration trials and comprehensive community interventions. It also describes the methods used, the limitations of this review, and the characteristics of the studies and partnerships included in this report.
Lessons from Demonstration Trials and Comprehensive Community Interventions
Throughout the 1970s and 1980s, community-based intervention trials, especially those for the prevention of cardiovascular diseases, used community organizing approaches to implement program components (5, 22, 81, 86, 99, 108, 112) . These studies were designed to test whether risks for cardiovascular diseases could be reduced by using community-wide (i.e. attempts to reach all members of a defined population) and multicomponent interventions (e.g. mass education campaigns, clinical services, and worksite health promotion activities). In these comprehensive community-based interventions, researchers selected the program components based on existing medical, epidemiological, and behavioral knowledge. Although researchers worked with community members to gain support for and to implement certain program components, such as media campaigns or school and worksite activities, the researchers largely designed the manner in which the interventions were to be implemented. Reviews of these studies emphasized the importance of community organization for successful implementation and maintenance of program components (86, 108) , but evaluation of the unique contributions of community mobilization efforts was typically not part of these trials.
The experiences of researchers in community trials in the 1970s and 1980s helped clarify some emerging lessons and challenges. In general, the lessons learned in these trials described ways to enhance community engagement in implementing study components with less researcher attention and involvement over time. Increased community participation in decisions about intervention components and their implementation, especially early in the trial, reduced later conflicts and improved implementation. Participation by community leaders and gatekeepers in bringing about changes in their sectors (e.g. business, government, or media) helped expose a greater number and diversity of people to intervention components. A significant challenge was involving those who experienced the targeted problem most, often minority or low-income people, in community-organizing efforts and decisions regarding community interventions. Another key challenge was getting people from non-health-related sectors, such as businesses or faith communities, to adopt and engage in disease-prevention and health-promotion causes. A central question in every intervention effort was how to sustain community-implemented efforts long enough to have a potential effect on both proximal (2-to 5-year) and more distant (10-to 20-year) population-level outcomes.
Lessons from these community-based trials provided information for another generation of community health initiatives in the late 1980s and throughout the 1990s. Funded by government and private foundation investments in communitybased grant-making, these initiatives often looked at collaborative partnerships as the intervention itself rather than as one strategy of a broader intervention (e.g. mass media or policy advocacy). Funding for program implementation and evaluation was considerably less than that for the previous demonstration trials. Initiatives funded by external sources may have been required to form a community coalition or collaborative partnership or to implement specific interventions or components. Community members, who were often paid staff of public health and other service agencies, worked with support organizations, such as research and technical assistance groups, to develop and implement community-influenced interventions. Usually, a research team provided technical assistance and evaluated community-led activities. Researcher involvement varied from assistance provided only during the early phases of organization to direct participation in supporting and evaluating implementation throughout the initiative. This generation of studies of collaborative partnerships for community health is the subject of this review.
Review Methods and Limitations
The review covers published studies of collaborative partnerships or coalitions working primarily at the local level (e.g. county, city, or neighborhood) to address a community health concern. Selected studies described (a) an alliance of different people and organizations working to improve a health-related condition at the community level (i.e. an effort not limited to a specific sample or group of people), (b) a study design and/or logic model to help understand the relationship between the coalition and its effects, and (c) quantitative and/or qualitative data about processes and/or outcomes attributed to the collaborative partnership. The search for relevant literature relied on electronic journal databases (i.e. HEALTH-STAR, MEDLINE, and PSYCHLIT), bibliographies of previous reviews, conceptual and descriptive papers, and recommendations from authors and colleagues in public health, community psychology and development, and related domains with experience evaluating community coalitions and collaborative partnerships.
Interpretations and conclusions based on this review should reflect several limitations. First, the available pool of studies was potentially limited by a publication bias toward studies with outside, paid evaluation of partnerships and studies of local partnerships that were part of national or state-wide initiatives. Second, although the review includes studies from disciplines outside traditional health fields (e.g. political science, sociology, community development, and community psychology), the focus is on studies of collaborative partnerships that clearly targeted a health-related concern rather than broad societal concerns with health implications (e.g. economic development, education, or housing). Third, although only empirical studies were reviewed, we defined the term "empirical" broadly to include studies with relatively less methodological rigor and those written by practitioners with experiential (if not experimental) knowledge of the functioning of collaborative partnerships.
Characteristics of Studies and Collaborative Partnerships in This Review
This review features 34 unique studies (each composed of one or more papers) describing the effects of a total of 252 collaborative partnerships (3, 7, 8, 12-14, 16-18, 20, 27, 35, 37, 41, 42, 44-46, 48-52, 54-56, 57a, 60, 62, 64, 67-69, 72-76, 80, 87, 88, 91-95, 97, 101-103, 105-107, 110, 119, 120, 122-124, 128, 129, 130) . The number of partnerships included in a single study ranged from 1 to 57. The length of a report describing concepts, methods, and results of a study ranged from one paper to two entire journal volumes (e.g. 54, 120) . Almost all of the studies used some type of experimental or quasi-experimental design (11, 19, 127) to assess different aspects of collaborative partnerships. Most studies used multiple measurement systems and study designs to capture different aspects of partnership functions and outcomes. For example, a study might use a case study design to document partnership activity and implementation, a cross-sectional survey to evaluate staff satisfaction or community-wide behaviors, and a prospective cohort design to assess trends in population-level health outcomes. All but eight studies (3, 14, 45, 52, 72, 87, 94, 101 ) used a comparison group or condition to better understand the effects of partnerships. Two studies attempted to control for the effects of unknown confounding variables by randomly assigning community exposure to partnership intervention (17, 124) . Nearly all [31 of 34 (91%)] of the studies (except for 44, 54, 64, 97) had an evaluation period of ≤4 years (references 97 and 107 provided preliminary results of 5-and 10-year studies, respectively).
The reviewed studies assessed the effects of collaborative partnerships working on a wide variety of community health concerns. These included substance use [e.g. tobacco, alcohol, and illegal drugs (13, 16, 27, 37, 45, 54, 67, 72, 101, 102, 105, 107, 110, 124, 129) ], adolescent pregnancy (52, 87, 92a, 122) , cardiovascular diseases (42, 44, 80, 92) , crime and violence (14, 20) , health services (3, 12) , human immunodeficiency virus infection/acquired immune deficiency syndrome (HIV/AIDS) (130) , immunization (7, 103) , infant mortality (97), lead poisoning (64) , and nutrition and food security (51) .
EVIDENCE OF EFFECTIVENESS OF COLLABORATIVE PARTNERSHIPS
What is the evidence that collaborative partnerships can effectively transform conditions to improve health-related behaviors and more distant population-level health outcomes?
Evidence of Effects on More Distant Population-Level Outcomes
The broad aim of community health initiatives is to improve (often distant) population-level outcomes. The specific mission of a collaborative partnership (e.g. to reduce substance abuse) is often related to population-level indicators associated with morbidity and mortality (e.g. alcohol-related vehicular crashes). Yet partnerships face several challenges in measuring their contribution to more distant health outcomes. First, visible changes in population-level health outcomes take longer than the lifetime of many partnerships. Changes in most community health areas may not be detectable for 3-10 years. More fundamental community health goals, such as changing income disparities or inequities in health outcomes associated with race, may take generations to achieve.
Second, there is an absence of accurate and sensitive indicators for many community health concerns. For example, delayed reporting and underreporting of cases (e.g. of vaccine-preventable diseases) greatly limit the accuracy of indicators. Even when suitable indicators exist (theoretically), access to indicators at the level targeted by the partnership (e.g. neighborhood or city) may be lacking. For example, data on the prevalence of tobacco use at the state level are of limited value for county-level initiatives, and county-level data on infant mortality cannot provide information on progress for place-based efforts in specific urban neighborhoods. These and other difficulties may help explain why most studies evaluated more proximal outcomes, such as health behavior, using selected population samples. Some authors argue that evaluating the effects of a collaborative partnership on population-level outcomes may not be prudent, given the minimal understanding of the contexts and mechanisms by which they operate (87) .
Despite these challenges, 10 of the 34 reviewed studies (7, 12, 20, 27, 35, 75, 92a, 97, 122, 123) presented population-level outcomes with some improvements that could be potentially attributed to activities of the collaborative partnership. Some examples illustrate the reported findings and contexts for study. A case study of a New York coalition to prevent lead poisoning reported a 43% reduction in lead poisoning among children in New York City within 4 years of the beginning of the partnership, after 10 years of consistently higher annual rates before the partnership (35) . A case study of an initiative to reduce infant mortality in Boston, which then had one of the highest rates in the nation, found a 50% reduction in Boston's infant mortality rate among African Americans within 2 years after the start of the partnership (97) . The South Carolina School/Community Program for Sexual Risk Reduction Among Teens found a 52% reduction in the incidence of adolescent pregnancy within 2 years (122). This preinitiativepostinitiative difference in the intervention community was statistically significant when compared with change in three other similar communities (69, 122) . In a systematic replication of the South Carolina program in three intervention communities, the School/Community Adolescent Pregnancy Prevention Partnerships in Kansas found a 9-12% decrease in estimated pregnancy rates and a 13% decrease in birth rates in 14 to 17 year olds within 2 years (92a). Rates in comparison communities increased, stayed the same, or had smaller decreases during the same period. The Community Trials Project found 78 fewer alcohol-involved crashes in three intervention communities within 2 years (a 10% annual reduction) (56, 123) . Statistically significant crash differences between intervention and comparison communities were found for all but one intervention-comparison community pair (123) .
Altogether, findings from these instances of what are mostly case studies (with various threats to internal and external validity) are insufficient to make strong conclusions about the effects of partnerships on population-level outcomes. Nevertheless, these results suggest that, at least under some conditions, implementation of collaborative partnerships is associated with improvements in population-level outcomes.
Evidence of Effects on Community-Wide Behavior Change
Collaborative partnerships are a particularly attractive strategy for changing community-wide behavior, owing to their multicomponent, multisector approach to changing the environments that establish and maintain behaviors. For example, reduction in the population-level prevalence of obesity requires changes in the environmental conditions (i.e. access to lower-fat foods and opportunities for activity such as walking trails and bike routes) that support widespread change in eating and activity habits. Because behavioral change often occurs sooner than with more distant population health outcomes, measures of risk and protective behaviors, such as self-reported eating habits or direct observation of lower-fat food purchases, are often appropriate means to evaluate the contribution of a partnership to community health.
Although a change in community-wide behavior may occur sooner than for population-level health outcomes, such change is not necessarily easier to influence or assess. Data on population-level behavior outcomes (e.g. the percentage of residents in a county who exercise or eat five or more servings of fruits and vegetables each day) are less likely to exist for a given geographic area than outcomes related to morbidity (e.g. sports injuries) or mortality (e.g. deaths attributed to cancer). Behavioral surveys, such as the U.S. Centers for Disease Control and Prevention Behavioral Risk Factor Survey or Youth Risk Behavior Survey, are not standard practice for states, counties, and urban neighborhoods. When such survey data are available, their accuracy, reliability, and the generalizations that can be drawn from them are often limited by poor survey research methods (e.g. convenience samples and irregular survey periods). Few local public health departments and even fewer local collaborative partnerships can regularly and systematically collect behavioral measurements of their target populations, either with behavioral surveys or observational methods.
Of the 34 studies reviewed, 15 evaluated the influence of collaborative partnerships on community-wide changes in behavior (8, 17, 18, 20, 27, 37, 44, 49, 74, 92a, 102, 105, 107, 110, 129) . Occasionally, nested studies within the broader evaluation assessed the effects of specific behavioral interventions implemented by a partnership (41, 48, 73, 91, 106) . Improved behavioral outcomes associated with partnership activity were reported for tobacco use (17, 44) , alcohol use (27, 37, 88, 95, 102, 110) , illicit drug use (95, 110, 129) , physical activity (8) , and safer sexual practices (74, 92a) .
Two of the larger and methodologically stronger community trials warrant particular attention. The COMMIT community trial to reduce tobacco use attempted to control confounding variables by randomly assigning communities to experimental and comparison groups (16) (17) (18) . Researchers reported null and weak statistically significant quit rates for cohorts of heavy and light smokers, respectively, following a 4-year study period. With similar results, the U.S. Center for Substance Abuse Prevention evaluated changes in alcohol and illegal substance use by adults and youths in a random sample of 24 of 251 communities with a collaborative partnership (129) . Within a 2-year period, researchers found statistically significant (and usually small) improvements in only 22 (8%) of 288 analyses of substance use (four separate measures of illicit drug use and alcohol use among adults and 8th-and 10th-grade students in 24 partnership and matched comparison community pairs). Although the Center for Substance Abuse Prevention researchers showed that this small percentage of positive outcomes was not likely to be due to chance (129), they raised concerns about the potential overall impact of community coalitions and collaborative partnerships. Taken together, findings from the reviewed studies suggest that collaborative partnerships can contribute to widespread change in a variety of health behaviors, but the magnitude of these effects may not be as great as intended.
Evidence of Effects with Community and Systems Change (Environmental Change)
Collaborative partnerships aim to change the environment in which behaviors and factors that are related to health occur. The premise is that, by changing the environment, partnerships can effect widespread behavioral change and improve population-level health outcomes. Change within the environment (community and systems change) is hypothesized to be an intermediate outcome in the long process of community health improvement (24, 31) . Community and systems change refers to new or modified (a) programs (e.g. school nutrition curriculum or smoking cessation workshops), (b) policies (e.g. seat-belt laws or family-friendly work policies), and (c) practices (e.g. addition of Heart Healthy symbols to restaurant menus or modifying clinic hours to enhance access) facilitated by a partnership to influence the community at large and/or specific organizations or institutions (31, 34) . To accomplish environmental change in communities and systems, collaborative partnerships engage a wide variety of people in collaborative planning and community mobilization efforts at multiple levels (e.g. individuals, families, social networks, and organizations) and in multiple sectors or settings (e.g. schools, businesses, faith communities, health and human service organizations, government, and media). Analysis of the process by which collaborative partnerships create environmental change and the variables that affect such change helps to clarify how partnerships serve as catalysts for changing conditions that may affect community health.
The reviewed studies assessed community and systems change as a dependent variable targeted by a partnership (e.g. 51, 92) , as a primary independent variable to which community members were exposed (e.g. 13, 128), or both (e.g. 27, 54), depending on the purpose and design of the study. All of the studies reported evidence of new programs, services, and practices that were facilitated by collaborative partnerships. For instance, some reported new public health information programs in specific sectors, such as schools (76, 122) , businesses (41, 124) , or more broadly across the entire target community, such as radio messages for the prevention of human immunodeficiency virus infection (130) . Other examples included preventive health services, such as cholesterol screenings (8), immunizations (7, 103) , and skill enhancement workshops for weight control (8, 44) and smoking cessation (119) . Broader system-level changes included changes in school lunch menus to reduce calories from fat (50), creation of walking trails and community walking clubs (8, 44, 92) , liquor store and bar-owner programs to train employees in alcohol control methods (106) , and changes in the allocation of funds (52, 97) or space (3) to allow for new or expanded services and programs, such as cholesterol screening for those at risk or after-school programs for children.
Some studies also found evidence of policy changes to which collaborative partnerships contributed, for example, new or modified policies to reduce harm related to smoking (41) and alcohol (55, 124) , increase the amount of time students spend in physical education classes (50) , and improve access to health care services (3, 7, 130) . Overall, the reviewed studies demonstrate that community and systems changes are often associated with the implementation of collaborative partnerships. Although collaborative partnerships facilitate environmental change, determining the degree of attribution is difficult, because weak designs do not rule out other plausible explanations for the observed effects.
UNDER WHAT CONDITIONS IS ENVIRONMENTAL CHANGE RELATED TO POPULATION-LEVEL BEHAVIOR AND HEALTH IMPROVEMENTS?
This review offers some evidence for the contributions of collaborative partnerships to population-level health outcomes and community-wide behavioral change. Although environmental change is seen as the (often implicit) mechanism for influencing these more distant outcomes, little empirical work exists that tests the assumptions inherent in this mechanism. For example, is more community and systems change (environmental change) associated with more behavioral change and related improvements in population-level outcomes?
As a working hypothesis (24) , improvements in community-wide behavior and population health outcomes are seen as related to specific attributes of environmental change: (a) the amount of change by goal (e.g. new or modified community and systems changes across goals to increase physical activity and decrease fat consumption), (b) the intensity of behavioral change strategy (e.g. changes that modify access and remove barriers to health care services may be more powerful than changes that provide information about services), (c) the duration of a change (e.g. ongoing changes may be more influential than one-time events), and (d ) the penetration or exposure to relevant populations (e.g. did the environmental change make contact with the whole population and/or groups with multiple risk factors) through multiple sectors, settings (e.g. schools, businesses, and faith communities), or geographic areas. For example, a partnership to promote childhood immunization may have a greater probability of improving its community vaccination rate if it produces environmental change of greater amount (e.g. perhaps 30-50 changes rather than 5-10 changes per year), intensity of strategy (e.g. changes that reduce access barriers to vaccination services, rather than just providing information about the value of immunizations), duration (e.g. more clinic and school policies increasing regular access to immunization services, than immunization awareness presentations and vaccination services that last one day), and penetration (e.g. changes within churches, schools, and worksites, not just in physicians' offices and health care organizations) to reach areas with disproportionately lower rates of immunization, such as neighborhoods of concentrated poverty.
Although few assessments of these attributes of potential effectiveness exist, some preliminary evidence supports the relationship between the amount, duration, and penetration of environmental change (an intermediate outcome) and more distant health outcomes.
Amount of Change
One study using a case-study design assessed the relationship between the amount of community and systems change facilitated by collaborative partnerships and improvements in population-level outcomes over time. In this study of a coalition to reduce risk for adolescent substance abuse, a decreasing trend in the rate of single-vehicle nighttime (occurring between 8 p.m. and 4 a.m.) crashes (a more distant population-level outcome of substance abuse) was observed concurrently with an increasing rate of community change (associated with coalition implementation) over a 4-year period (27) . These findings offer preliminary evidence that partnerships that facilitate greater amounts of community and systems change are more likely to effect improvements in population-level outcomes.
Duration of Change
Some cogent arguments for the value of sustainable change come from studies assessing policy changes that are facilitated by collaborative partnerships (41, 52, 55, 57) . For example, the Community Prevention Trials required collaborative partnerships to implement local policy changes in addition to awareness and service activities that were more likely to be implemented for shorter periods (55, 57) . After training partnership members to identify and advocate needed local policy change, all three experimental communities facilitated (durable) policy changes by law enforcement, businesses selling alcohol products, and local government; and all showed reduced alcohol sales to minors and a reduced incidence of drunk driving and single-vehicle nighttime crashes (48, 55, 57) . Some studies assessed the duration and maintenance of community change that was facilitated by coalitions but did not assess the unique influence of duration on health outcomes (6, 74, 89) . Further research is needed to clarify how the duration of community change influences population-level outcomes.
Penetration of Change
The logic of place-based intervention is that a higher dose of environmental change in a particular location will increase its effects for those who live and work in those neighborhoods or settings. In one study, researchers examined the effects of a school-community partnership to reduce adolescent pregnancy in two contiguous urban neighborhoods (89) . Within 3 years, the estimated pregnancy rate for 14-to 17-year-old females decreased markedly in the neighborhood with more community changes, whereas the pregnancy rate actually increased slightly in the neighborhood where fewer changes had been facilitated.
The likelihood that a collaborative partnership affects improvement in population health may be related to the amount, intensity of strategy, duration, and penetration of the community and systems change it facilitates. Further research should test this working hypothesis more fully. Despite the methodological limitations and challenges, analysis of multiple case studies may help us better understand the effects of these complex and unfolding innovations on population health improvement.
METHODOLOGICAL CHALLENGES IN THE STUDY OF COLLABORATIVE PARTNERSHIPS AND THEIR OUTCOMES
Caution should be used when making generalizations about the findings in the reviewed studies. Weak outcomes, contradictory results, or null effects were found in the more methodologically rigorous studies (8, 17, 18, 44, 129) . For example, a study may report a reduction in the prevalence of alcohol for boys but not for girls (110) , decreased alcohol use and increased use of illegal drugs for the same community, or improved physical activity with no effects on smoking or consumption of fruits and vegetables in a community exposed to cardiovascular disease prevention (8) . All of the studies reporting improvements in behavior or health outcomes strongly cautioned against inferences of causality attributed to the efforts of collaborative partnerships. The primary reasons for caution were the absence of true experimental designs (11) . When the unit of analysis is a community, weaknesses related to the absence of an appropriate comparison group and random assignment are well noted in the literature (48a, 59, 84, 117, 128, 129) . These limitations have been acknowledged as (largely) unavoidable, and few alternatives have been noted (4, 46, 48a) .
One promising alternative is the use of multiple-baseline or interrupted time series designs (4, 11) with multiple partnerships (each in a unique community) that share as many similar community contexts as possible. A common baseline is established by obtaining repeated measures of outcomes of interest (i.e. rates of community and systems change, behavior, and/or population-level outcome). Staggered initiation of a collaborative partnership across communities permits analyses of trends over time within and across communities. Analyses of discontinuities in trends associated with events may help identify relationships between factors that are related to coalition function and its contribution to environmental change (e.g. increases in community and systems change associated with action planning and new leadership) and between community and systems changes and population-level outcomes (e.g. decreases in estimated pregnancy rates associated with the implementation of community changes). Replication of observed effects in different communities might suggest the generalized effects of collaborative partnerships on outcomes related to community health. A similar approach with less control of partnership initiation was used in several studies (48, 50, 57a, 88, 106, 107, 123) .
Three other serious, and potentially avoidable, limitations should be considered when attempting to understand possible relationships between the implementation of collaborative partnerships and effects with population-level outcomes. First, it is difficult to know the relationship between the degree of individual exposure to the intervention (facilitated by the partnership) and population-level health outcomes (e.g. dose-response effects). As one approximation, several studies reported estimates of the number of participants in partnership activities (8, 17, 44, 105, 119, 124) . Systematic measurement of individual exposure to each of the multicomponent and multilevel interventions common among partnerships was not attempted. Millar & Gruenewald (85) gave a hypothetical example of how to use geographic information systems to examine the relationship between the density of alcohol outlets and self-reported drinking and driving by geographic area. Paine-Andrews et al showed that a neighborhood (zip code area) with greater amounts of community changes (i.e. new programs, practices, and policies) to prevent teenage pregnancies had a lower pregnancy rate than another targeted zip code area in which the community partnership had facilitated fewer changes (89). Place-based or geographic analyses, looking at the density and frequency of environmental events and outcomes over time, may be helpful in estimating potential dose-response relationships between partnership efforts (and related environmental changes) and more distant population-level outcomes.
A second limitation to understanding how collaborative partnerships may improve population health outcomes is the typically short study period. Of the evaluation periods in the reviewed studies, 91% lasted for ≤4 years, although partnerships may go on for a longer time and population-level outcomes may take longer to detect. One exception was the case study of a New York coalition to prevent lead poisoning, which documented collaborative efforts and the annual rates of child lead poisoning for 15 years (including 5 years after the partnership began) (35, 64) . The study demonstrated the relationship between strong and weak periods of partnership activity and parallel improvements and reversals in the prevalence of lead poisoning.
Longer follow-up periods are more likely to detect the potential effects of social trends related to the population outcome of interest (117) and the effects of additions and deletions of important intervention components (69) . For example, a reanalysis of data from a 4-year study with significant improvements in populationlevel outcomes found that the discontinuation of some intervention components reversed the effects 3 years later (69) . Demonstrations of how collaborative efforts contribute to improvement of more distant population-level health outcomes may be more likely with studies of collaborative partnerships that benefit from either sustained local funding or longer-term extramural funding.
Third, understanding the relationship between partnership efforts and distant community health outcomes may be more difficult for outcomes that are less categorical or are broader than any one health concern. For example, research with a collaborative partnership to reduce disparities in health outcomes associated with race (or income) would be challenged to examine relationships among (a) multiple-component interventions facilitated by the partnership, (b) multiple (and presumably interrelated) outcomes in discrete categorical issues (e.g. diabetes or immunization), and (c) more fundamental social determinants of health (e.g. income disparities, employment, or education). Furthermore, partnerships, even those that address (seemingly) discrete and unrelated health concerns, may have a long-term impact on multiple causes of morbidity and mortality by transforming cross-cutting factors, such as civic engagement or social trust, that are related to multiple discrete health outcomes and overall well-being (20, 65, 66) . These methodological challenges may prompt longer and more interdisciplinary approaches to understanding the potential effects of collaborative partnerships on the diverse, interconnected, and distant outcomes they seek.
Conclusions about the contributions of collaborative partnerships to environmental change are limited owing to several methodological weaknesses. First, measures of environmental change (community and systems change) are usually not collected systematically. Seven studies reported using observational definitions and observer instructions to measure environmental change (27, 50, 74, 80, 88, 92, 92a, 107, 121) , and fewer reported reliability of measures of environmental change (i.e. levels of interobserver agreement) (27, 50, 74, 88, 92, 92a) . Most studies assessed the type and number of environmental events facilitated by a partnership by using retrospective reviews of meeting notes and interviews with key leaders and informants at the end of the study period. Because information was often presented in the form of narrative stories or a summary and common measurement instruments were rarely used, it was difficult to compare the rate of environmental change over time, both within and across studies. Some researchers characterized environmental change across stages of partnership development (e.g. formation, implementation, and maintenance) (33, 42, 76, 87, 121) . Another promising approach is to prospectively document environmental changes over time, using monthly or quarterly feedback on rates of community change to prompt adjustments (27, 50, 51, 88, 92, 92a) . The categorizing and graphing of environmental changes over time permit creation of a time series design for analyzing timedependent factors (e.g. action planning or a change in leadership) that may affect the rate of change facilitated by partnerships (27, 50, 88, 92) .
Second, there are challenges to estimating the public health significance of environmental changes. This is important because, for instance, a classroom education program to increase knowledge of nutrition among 30 elementary-school students might be expected to have less effect in reducing risk for childhood obesity than a change in a school district policy to reduce the percentage of calories from fat in the food on school menus. An environmental change may have public health significance by affecting many people in a small way (e.g. a media campaign to engage adults in relationships with children) or by affecting a few people more dramatically (e.g. an after-school mentoring program to enhance social support and life options among teens with multiple-risk markers) (114) . Four studies used ratings of importance by community members and public health experts to estimate the potential significance of specific environmental changes in addressing a community health goal (27, 50, 92, 92a) . The effects of specific community changes spawned by partnerships (e.g. walking clubs to increase physical activity or policies to prevent tobacco sales to minors) were also examined by nesting intervention research studies in the context of case studies of partnerships (41, 48, 73, 91, 106) . However, empirical evidence for the public health impact of each environmental change sought by a partnership may be neither available nor feasible, given the resources and access to research assistance of most partnerships. A better understanding is needed of how collaborative partnerships can choose environmental changes with greater potential for public health impact.
A final challenge in interpreting how partnerships create environmental change and community health improvement is the paucity of tested logic models or theories of action guiding the efforts of such partnerships. Although many studies described a model or framework behind the partnership formation and mission (16, 27, 42, 44, 50, 51, 57, 68, 72, 80, 87, 94, 101, 119, 122, 124, 130) , its relationship to measures of environmental change and more distant outcomes was often unclear. Specific reference to how environmental (community and systems) change fits in the long-term process of community health improvement may permit a better understanding of the dynamic and unfolding nature of collaborative partnerships (29, 57) .
WHAT MODIFIABLE FACTORS AND BROADER CONDITIONS MAY AFFECT CAPACITY TO CREATE COMMUNITY AND SYSTEMS CHANGE?
As with most aspects of public health practice, the work of facilitating environmental change can be performed with various degrees of success. This may be a function of both modifiable factors (e.g. leadership development and action planning for specific community and system changes) and broader conditions (e.g. concentrated poverty or widespread discrimination).
Some Factors Affecting Rates of Community and Systems Change
Study of the factors that affect the capacity of a partnership to create community and systems change meets challenges similar to those already noted, for example, limited prospects for strong experimental designs, multiple and correlated variables, and differences in measurements of partnership effectiveness. However, some empirical evidence and consistent reports among the reviewed studies were found for seven interconnected and modifiable factors that potentially enhance partnership ability to create environmental conditions related to improved behavioral and population-level health outcomes.
Having a Clear Vision and Mission
Although developing a clear vision and mission is widely regarded as an essential aspect of collaborative partnerships, some partnerships never develop one (87) . A comparative case study with five coalitions found that collaborative partnerships with a targeted mission (e.g. to reduce adolescent pregnancy) facilitated five-to sixfold-higher rates of community change than "healthy communities" initiatives with no particular focus or targeted mission (VT Francisco, SB Fawcett, TJ Wolff, DL Foster, unpublished data). A partnership's vision and mission may articulate work at a continuum of outcomes, including (a) categorical issues (e.g. infant mortality), (b) broader interrelated concerns (e.g. decent jobs and housing), and/or (c) more fundamental social determinants (e.g. income disparities) (25) . A clear vision and mission may help generate support and awareness for the partnership (55, 61, 87) , reduce conflicting agendas and opposition (23, 52, 87) , help identify allies (52, 61) , and minimize time costs and distractions from appropriate action (52, 87) .
The process used to develop a partnership's vision and mission may be as important as the product. Full and representative participation in planning, including both influential leaders and those experiencing the issue or concern, may help generate and sustain participation (45, 52, 68, 72, 101) . This may be true whether the original mission was adopted because of a request by a funding agency (67, 68, 97, 119, 124) or it grew out of a grassroots reaction to a community tragedy or issue (64, 102, 119) . Furthermore, periodic review (and renewal) of the vision and mission may help a partnership adapt to emerging community concerns and create opportunities to address them (3, 87) .
Action Planning for Community and Systems Change
Planning (identifying what to do and when and how to do it) may be the one activity common to all collaborative partnerships. Almost all studies reported a planning period sometime early in the life of a partnership during which the vision, mission, objectives, and, sometimes, strategies to reach identified goals were identified. This planning process might occur over several meetings within a month or last well over a year before any activities are implemented.
Action planning describes the process of identifying what community and systems changes to facilitate, who will produce them and by when, and how to gain support and minimize opposition in the process of bringing about a given environmental change. Several case studies identified action planning as a factor associated with increases in rates of community change (27, 74, 88, 92) . Other reported benefits from action planning include increased membership in the partnership, especially from outside the lead sector (3, 64, 94) , greater sustainability of events (113), and adoption of activities by organizations outside the partnership (6, 102) . Some reasons that action planning contributes to greater environmental change are that it focuses attention on and clarifies the way to create changes (45, 52, 68) , and it helps develop accountability and ownership of responsibility for facilitating community and systems changes (61, 68) . Further research may help clarify the function of action plans and their use and adaptation to enhance ongoing action and implementation.
Although planning is important in identifying and implementing community and systems change, it may also lead to internal conflicts (44, 51, 60, 87) , invite potential opposition (87, 97) , or contribute to the dissolution of a partnership (87) .
One factor that may add to these challenges is a time limitation for planning, based on funding agency or locally set requirements, that may force decisions and limit the use of planning to build a support network among initial and potential members of the partnership (42, 44, 67, 97, 119) . When partnerships are led by professionals, participation in planning may be limited among those with less formal training, including nonprofessionals, people outside the dominant sector (e.g. health care), and members of low-income or minority communities (44, 52, 94, 97) .
Developing and Supporting Leadership
Leadership is the process of persuasion or example by means of which an individual (or leadership team) induces a group to pursue objectives held by the leader or shared by his or her followers (39) . Among the reviewed studies, leadership was the most often reported internal (or organizational) factor for a partnership's effectiveness in creating community and systems change. Partnership leaders, often the only full-time paid staff, are responsible for organizing and managing partnership activities. In grassroots initiatives, the leader is often the person who organizes and mobilizes community members around a common concern. In more formal, externally funded initiatives, the leader is also often the person who manages and administers the program and resources. Although one person often leads a partnership, leadership may occur through a core group of members (52, 105, 130) . Loss of leadership may be adversely associated with rates of community change (27) ; on the other hand, the arrival of stronger leadership may increase rates of environmental change (74) .
Core competencies related to effective leadership include communication, meeting facilitation, negotiation, and networking. Framing and communicating the vision and mission of a partnership to a broad range of stakeholders may help engage other leaders throughout different community sectors (e.g. businesses and schools) and groups (e.g. minorities and cultural groups) in selecting and implementing changes that penetrate places where people live and work (3, 61, 64, 87) . Good communication includes cultural competence-respect for, engagement with, and mutual influence among people of different ethnic, racial, and economic backgrounds (44, 97, 105) . On the other hand, leaders can limit the type and amount of change by surrounding themselves only with very similar others, for example, those with similar professional, social, or economic status, resulting in a more modest array of changes in a narrower band of sectors within the leader's immediate peer group (44, 51, 87, 97) . By using democratic and consensus decisionmaking methods, leaders may increase members' satisfaction (52, 68, 72, 101) , broaden community participation (72, 68) , and improve overall coalition effectiveness (72, 68, 105) .
Less is known about how partnerships develop and transfer leadership. Different leadership skills may be more useful during different stages of partnership development. The early stages of coalition development may require greater facilitation and listening skills to help engage a diverse and representative membership (51, 68, 87) . Later, when a partnership has developed a strong identity and community presence, negotiation and advocacy skills may help bring about environmental changes that are less feasible politically but important to a partnership's mission (3, 55, 87) . Given the variety of leadership skills needed and the absence of those skills among members of community-based initiatives, partnerships may benefit from a leadership team that includes various people with a variety of experiences and skills (3, 102, 105) . Another means to diversify leadership is to promote and develop community champions who work for environmental change within a specific sector or for a specific objective (3, 102) . Partnerships with dispersed leadership may be less vulnerable to manipulation, reduced efficacy, or dissolution than those that rely on only one leader (67, 68, 87) .
Documentation and Ongoing Feedback on Progress
Although community health partnerships often aim to improve population-level outcomes, the long period required to change these more distant outcomes limits the utility of behavioral and community-level indicators in guiding the day-to-day activities of a partnership. Documentation and evaluation systems that focus on more intermediate outcomes were found to enhance the functioning of a partnership by helping to identify and provide feedback on what is (and is not) working (43, 51, 105, 110) . Specifically, focusing on more intermediate outcomes can help (a) document progress (e.g. with community and systems change), (b) celebrate accomplishments, (c) identify barriers to progress, and (d ) redirect efforts to potentially more effective activities (28) .
In several studies, partnerships used a measurement and feedback system to document the community and systems changes facilitated by a partnership over time (27, 43, 51, 74, 88, 92, 92a) . Data on community (and systems) changes were graphed monthly in a cumulative record, with each new change (i.e. a specific program, policy, or practice) added to all prior ones to depict the process of community development and change. Graphs of community change were used to provide feedback on progress to coalition members and stakeholders. Feedback can illuminate the partnership theory of action by analyzing the distribution of community and systems change by (a) partnership goals, (b) type of risk (protective) factor or asset, (c) duration, and (d ) penetration throughout different community sectors (e.g. schools and government) to reach relevant populations (e.g. youth and community leaders). Communicating data on the process of environmental change may enhance accountability, both to those funding the partnership and, more importantly, to the community.
Technical Assistance and Support
Technical assistance includes the training and support needed to implement and sustain a collaborative partnership. Such assistance is often provided by professionals outside a partnership (27, 33, 57, 119) but may also be provided by partnership members with specific expertise (64, 87) . Whether delivered in person or through Internet-based support systems (26) , some core competencies enhanced by technical assistance include community assessment, member recruitment and leadership development, meeting facilitation, action planning, program development and implementation, evaluation, social marketing, and fundraising (33, 94) . Context-sensitive technical assistance will adjust to reflect the type and level of the focal issue in the community, available financial and human resources, the partnership stage of development, and member skills and experiences (33) .
Several barriers may limit access to valued technical assistance brokered for partnerships by external sources. These include presumptions about existing levels of staff or community capacity and inappropriate or insufficient support (1, 33, 42, 97, 119) . For example, a community that is presumed to lack the capacity to implement a partnership may be denied funding (and access to technical support). Also, a partnership may need support for leadership development but be offered assistance with implementing community assessments; or grant funding may only permit assistance during the first few months rather than providing ongoing support during the life span of the initiative. Potentially more important than receipt of assistance brokered by a grant maker is the ability of a partnership to identify its own needs and secure appropriate technical assistance. This may be especially true for partnerships started by volunteer efforts without initial external funding. For example, a New York coalition to prevent lead poisoning obtained legal counsel to sue the city for not enforcing lead control laws (35, 64) . Securing appropriate external technical assistance may occur later in the development of a partnership when members better understand their own strengths and limitations (87) . More research is needed to better understand how to build the capacity of community partnerships effectively through technical assistance.
Securing Financial Resources for the Work
The work of community change and population-level improvement requires significant human and financial resources that last long enough to effect intended outcomes. The ability of a partnership to secure financial resources for the work (e.g. donations and in-kind support, competent staff, daily expenses, and technical assistance) may predict its sustainability and indicate its capacity to influence community-level outcomes. Resources are often used to hire community organizers or mobilizers who can follow through on facilitating community and systems change and implement interventions identified in action plans (27, 44, 119, 121) . Several studies found an increase in the rate of community change (i.e. new or modified programs, policies, and practices) when staff and community organizers were hired by collaborative partnerships (27, 74, 88, 92, 92a) . The financial security of a partnership may depend on its ability to demonstrate its value to the community and its contribution to community change and population health improvement (115) .
Making Outcomes Matter
Collaborative partnerships often begin because community health outcomes matter to a core group of individuals and organizations. The more the outcome promoted by a partnership matters to community members, grant makers, and influential leaders within and beyond the community, the more likely there will be human and financial support for progress toward those outcomes. Initial excitement about a new community health initiative may generate a flurry of interest and participation, but support may diminish over time (1, 87) . Furthermore, in the absence of appropriate intermediate markers for more distant population-level health outcomes, those providing funding support may invest in (or divest from) a partnership regardless of progress. Evaluators can help make outcomes matter by documenting community-relevant indicators of success and providing regular reports to community stakeholders, funding organizations, the media, and local government (35, 44, 50, 51, 64, 87) .
Grant makers can also help make outcomes matter. For example, after a grant maker made annual renewal of a multiyear grant contingent on evidence of intermediate outcome (i.e. environmental change), researchers noted a marked increase in the rate of community change (27) . Grant makers may request evidence of progress on quarterly partnership reports, provide minigrants for community innovations related to the mission of a partnership (90) , and offer bonus grants (e.g. up to one-third of the annual award) contingent on evidence of partnership-facilitated community change and implementation (25) . Finally, grant makers can help make more distant outcomes matter by offering "outcome dividends" or dollar bonuses calculated on cost-benefit estimates associated with improvements (e.g. reduced rates of violence or increased immunizations) (40) .
Some Broader Contributors to the Effectiveness of Partnerships for Community Health
Researchers speculate that possible side effects of collaborative partnerships, such as enhanced trust, might explain some of their functions and outcomes (20, 24, 66) . Perhaps the social network mechanisms inherent in collaborative partnerships (e.g. engaging both influential leaders and those from marginalized communities) may be part of the functional intervention. Some broader factors that may influence the effectiveness of collaborative partnerships as a public health strategy are discussed below.
Social and Economic Factors
Social and economic factors are often stronger predictors of population-level health outcomes than many public health interventions. Those with greater social and community ties are less at risk for death (1a) . Age and gender predict the probability of many specific diseases and of health status in general. Race and ethnicity are correlates of health outcomes, although questions remain regarding the accuracy and appropriateness of racial and ethnic terms and definitions (2, 32, 36) . Educational attainment (126a) and social status (e.g. job class) (77) are potentially modifiable factors related to health outcomes. Concentrations of poverty (i.e. the percent of households below the poverty line) are associated with an array of adverse health outcomes (126) . Income inequality (i.e. income of the top 20% compared with the bottom 20%) is a particularly strong predictor of adverse outcomes for population health at national and state levels (63, 65, 126) . These are some of the social and economic determinants of health that influence whether and how partnerships work.
Partnerships working in communities with concentrated poverty face several unique barriers. Economic problems, such as high unemployment or inadequate housing, often overshadow the categorical health concerns, such as substance abuse or childhood immunizations, to be addressed by a partnership. Although social and economic problems are likely to be interconnected with health concerns, the community may not have sufficient resources to allocate to multiple and interrelated issues. Mobilizing citizens around more distant health concerns, such as reducing risks for cardiovascular diseases, may be particularly difficult. Resources for organizing around even more proximal concerns, such as youth violence or crime, might be better allocated to addressing more fundamental social determinants (e.g. education and jobs). Competition for scarce resources and economic and social gaps between low-income residents and those with financial resources may further challenge collaborative and substantial investments in local work.
Social Capital Social ties and related trust, which make up the basic structure of social capital, may be an important factor in the functioning of collaborative partnerships. Social capital refers to the degree of citizens' engagement with and trust for each other and trust in community institutions (66, 98) . Social capital is correlated with economic and social factors and the capacity of a community to act for public benefit (66, 100) . Some research suggests that social capital may be predictive of health outcomes independent of economic indicators (65, 66) . Perhaps civic trust influences-and is influenced by-the formation, development, and effectiveness of collaborative partnerships. Social capital may be both an intervening variable, facilitating the relationships needed for collaboration, and a dependent variable or byproduct of partnerships that influence valued outcomes related to community health and development.
Context of the Partnership
The conditions that give rise to a collaborative partnership can influence its growth and potential effect on community health. Some of these conditions include the community history of previous collaboration to address related concerns and whether the partnership forms in reaction to a felt community concern, opportunities for external funding, and/or other occasions. Although these conditions are not mutually exclusive, each may exert different influences on the functioning of a partnership.
In this context, history of collaboration refers to prior experience among people and organizations in sharing risks, resources, and responsibilities in pursuit of a common purpose (53, 109) . This may include prior collaborative activity as part of an extinct partnership (64, 110) , an ongoing effort with a different or related issue (87, 102) , and informal social relationships among members or potential members (3, 80, 130) . Such histories exist in every partnership, although only a few studies describe their nature and potential effects (3, 64, 87, 97) . In a remarkable documentation effort, a study of the New York coalition to prevent lead poisoning described the 10-year history of successes and failures of collaborative efforts (35, 64) . In a similar manner, the Boston initiative to reduce infant deaths, particularly in an African-American community, described how the previous history of conflict and mistrust among partners contributed to difficulties organizing and applying for a large, multiyear grant and deciding how to divide and use the grant money (97) . Additional research on how a history of collaboration influences the effectiveness of a partnership can enhance understanding and support for collaborative partnerships for community health.
For any given community health concern, such as preventing injury or promoting early childhood development, a new collaborative partnership may be one of many initiatives within and outside the community working on that concern. Preexisting programs and initiatives may be sources of members for a partnership (110, 119) , sources of opposition (97, 119) , and potential contributors to effects independent of a partnership within a study (13, 58) . However, most studies did not describe how other concurrent partnership and community efforts might have affected the examined partnership and its effects. Documentation of the potential influence of local, state, and national initiatives similar in scope to a partnership in a study can reduce concerns about confounding events, strengthen potential attribution of effects to the partnership, and provide a truer picture of the context for collaborative work (13, 117) . Documentation of other community health initiatives that may potentially affect partnership work and outcomes is particularly important for case studies and field experiments that permit limited control over confounding variables.
The primary impetus for formation of a partnership can contribute to its effectiveness by influencing who participates and why. Partnerships within the reviewed studies often were initiated by the staff of one or more service organizations in response to government or foundation funding. Although partnerships may benefit from professional experience and assistance, the presence of experts may also discourage engagement by natural leaders, especially those from the communities most experiencing the community health concern (33, 42, 68, 97, 119) . Furthermore, partnerships in which one lead (intermediary) organization receives funding to distribute to other partners may experience challenges and conflict with those partners (44, 97, 119) . Partnerships that begin in reaction to a salient community event (e.g. measles epidemic or violent youth death) may attract initial participation that is difficult to sustain long after the event (23, 96) . On the other hand, those addressing broader (but less salient) population health issues, such as inadequate immunization rates or lack of caring adult-youth relationships, may have difficulty attracting broad interest and participation (51, 96) . Partnerships initiated primarily as the result of research pursuits may suffer the same limitations as those led by professionals (e.g. distance from community participants) and those formed in reaction to a single event or broader issue (e.g. difficulty in raising and maintaining community participation) (44, 119) . Although each context of coalition formation can contribute to limitations, these may be overcome, usually with attention to those factors that help support development of a coalition.
The most frequently noted factor contributing to partnership development is time. Each partnership is unique in the time required to organize and plan its actions, mobilize and expand the group of collaborators, develop and implement appropriate actions and interventions, and potentially effect community and systems changes and related population-level health outcomes (42, 87, 107, 129) . Grant and research priorities may rush partnership planning and program development, contributing to a loss of community input and trust and less time to build the competence required for the work of community change and improvement (42, 44, 67, 97, 119) .
Community Control in Agenda Setting
Power is exercised in the process of agenda setting-determining what concerns will be addressed and what are acceptable means of addressing them. How the agenda for the work of the partnership is set is reflected in who identifies core goals and population-level indicators of success. Few studies explain how partnership goals were prioritized among other concerns within a community (42, 58, 97) . In these studies, partnerships went through a process, such as a survey of community health concerns (58, 90) or a community health assessment (21, 42, 70) , to decide what health issues were of greatest concern in the community. The final decision about community health goals appeared to be heavily influenced by those who made up the core group of decision makers (e.g. community people, professionals, or outside funding organizations). A much greater understanding is needed of how to balance epidemiological data (the "hard" science) with local citizens' concerns (experiential knowledge) in choosing what and how to address community health issues (38, 84, 111, 125) .
SOME RECOMMENDATIONS FOR RESEARCH AND PRACTICE
This critical review has implications for research and practice with collaborative partnerships for community health. Practitioners working with collaborative partnerships recognize that there is no best way to implement a partnership (87, 129) , and researchers know that there is no one true way of evaluating success (60a, 84) . Adjustments to the identified challenges and limitations, and lessons from related work (24, 25, 29) , suggest specific recommendations. The 14 interrelated recommendations that follow are organized into three groups: (a) those that enhance the practice of implementing collaborative partnerships, (b) those that improve research and evaluation with partnerships, and (c) those that set the conditions under which collaborative partnerships can be successful.
Recommendations for Enhancing Practice with Collaborative Partnerships
1. A partnership should frame and communicate a clear vision and mission that is broadly understood (not just by health-related professionals). The mission should define the problem and acceptable solutions in such a manner as to engage (not blame) those community members most affected and not to limit the strategies and environmental changes needed to address the community-identified concern. 2. Ongoing action planning should identify specific community and system changes to be sought to effect widespread behavior change and community health improvement.
3. The core membership of a partnership should develop widespread leadership, engaging a broad group of members and allies in the work of community organization, mobilization, and change. Important and sustained environmental change is more likely when leaders emerge from and engage multiple community sectors in facilitating change within their own peer group, organizations, and context.
Recommendations for Improving Research with Collaborative Partnerships
4. Evaluation research should be part of an ongoing and integrated support system, guiding partnership decisions and facilitating continuous improvement. Evaluation information should be shared with key stakeholders, such as community members and grant makers, both to be accountable to the community and to gain support for decisions affecting the partnership and its goals.
5. A collaborative partnership should systematically document its progress in facilitating environmental change (e.g. community and systems change), an intermediate marker in the long process of effecting more distant population-level outcomes. Ongoing documentation, feedback, and critical reflection should be used to assess progress, celebrate successes, and redirect efforts.
6. Research (and practice) would be enhanced by the development of community-level indicators that reliably and sensitively assess the effectiveness of local partnerships. As promising community-referenced indicators emerge for various concerns, these should be made accessible at the level of partnership work (e.g. county, city, or urban neighborhood). Indicators for study should also include measures of the social and economic well being of a community (e.g. caring relationships or income equality).
7. More research is needed to identify generic intervention strategies (e.g. enhanced social support, modifying access, and barriers) that would, if implemented, yield optimal improvements with multiple public health outcomes (e.g. reduced incidence of violence or adolescent pregnancy and increased prevalence of physical activity or childhood immunizations). 8. Further epidemiological research is needed on the broader social conditions or determinants that may affect community health and well being (e.g. minimal disparities in wealth, higher education, strong social ties). Multiple case studies and social experiments should be conducted to better understand how these conditions could be affected. 9. The costs of such research should match the value added for collaborative partnerships and the communities they serve, and cost-benefit and cost-effectiveness analyses may help yield enhanced methods for understanding and improving collaborative partnerships as a public health strategy.
Recommendations for Setting Conditions for Success
10. Identification of human and financial support for doing the work of community change and public health improvement should begin early and continue throughout the life of a partnership. It should support those actions that effect the environmental changes most valued by the local community and those more likely to influence population-level outcomes. When multiple organizations are represented in a partnership, decisions on allocating human and financial resources should reflect a sharing of risks, resources, and responsibilities for the common work.
11. A collaborative partnership should have access to support and technical assistance for enhancing the core competencies of its members relevant to different stages of the partnership development (e.g. community assessment, action planning, mobilization, and intervention; generating resources to sustain the effort). 12. Communities and grant makers should help make (often delayed) outcomes matter through communications, resource allocation, recognition and celebrations, and systems of rewards and accountability.
13. Efforts should focus on building the capacity of community-based initiatives to address issues that matter to local people over time (e.g. ≥10 years), across concerns (e.g. from physical activity to youth development), and across generations of dispersed leadership (e.g. leadership teams integrated by age and experience).
14. Finally, we must transform the conditions under which efforts to improve health and well being occur, including those broader social determinants (i.e. social ties, social class, and income inequality) that lead to unequal outcomes.
CONCLUSION
Adherence to the recommendations in this review does not guarantee the success of a collaborative partnership. Several challenges exist for even the most adept partnership. Among those most reported are (a) engaging those who most experience the focal issue or community concern, often those with relatively little money or status, (b) collaborating with community leaders in sectors outside the professional field of the lead organization in a partnership, (c) sharing risks, resources, and responsibilities among participating people and organizations, (d ) confronting and overcoming conflict within and outside the partnership, and (e) maintaining adequate resources and continuity of leadership long enough to make a difference. Additional challenges include transformation of the broader social and economic factors that limit effectiveness and, when part of an externally supported effort, communicating the needs and negotiating for the time and other resources needed to affect outcomes of public health significance. The study of more intermediate markers of partnership effectiveness, such as community and systems change, may help researchers and practitioners better understand how partnership efforts are related to more distant population-level outcomes. Many questions remain about the conditions under which community and systems changes may be related to widespread behavior change and improvements in population-level health outcomes. A particularly burning question is, what amount of environmental change, intensity of strategy, duration, and penetration (or exposure) are necessary and sufficient to achieve population-level health improvement?
Finally, much more work is needed to better understand what affects capacity to promote health: the ability to bring about community and systems change and related outcomes over time (e.g. across generations of leadership) and across concerns (e.g. from prevention of adolescent pregnancy to promotion of economic development) (24) . Perhaps this work could include research and training for practitioners, researchers, and grant makers in the core competencies of supporting community-based work (e.g. providing appropriate technical assistance, using documentation and evaluation to support ongoing partnership efforts rather than only provide summative judgments, structuring funding mechanisms to improve outcomes and enhance accountability to both funding organizations and the community) (25) .
Collaborative partnerships are a promising strategy for engaging people and organizations in the common purpose of addressing community-determined issues of health and well being. Understanding and improving the way partnerships create community and systems change and related improvement in widespread behavior and population-level health outcomes offer an abundance of opportunities for improving the science and practice of community health promotion. Such advances may help us move toward a more just and healthy society-one in which all of us help create environments worthy of any of us.
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